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Case Reports 
Massive pleural effusion as isolated manifestation 
of metastatic spread of salivary adenoid cystic 
carcinoma 
W. TORRE’, M. COMELLAS~ AND M. CUESTA* 
Service of *General Thoracic Surgery, ‘Plastic Surgey and *Pathology, Juan Canalejo Hospital, 
La Corufia, Spain 
Adenoid cystic carcinoma is a low-grade malignant neoplasm that arises preferentially in the major 
and/or minor salivary glands. While it has a tendency to spread locally, distant metastases have been 
described occasionally. This case report describes a patient with a massive pleural effusion as primary 
manifestation of metastatic adenoid cystic carcinoma. This is a very uncommon, yet treatable, 
occurrence. 
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Introduction 
Adenoid cystic carcinoma is an uncommon 
tumour of the minor salivary glands. Survival 
rates are generally very acceptable after surgery 
because of the low-malignancy potential of these 
tumours. The present case report describes a 
patient in whom a massive pleural effusion was 
the initial sign of the metastatic spread, which 
was unsuspected previously, and which dramati- 
cally changed the prognosis of this apparently 
low-malignancy tumour. 
Case Report 
A 45-year-old woman was hospitalized with a 
l-month history of left pleuritic chest pain, and 
dyspnoea, fatigue and anorexia lasting for more 
than 1 month. She presented no fever. 
Among her medical antecedents, it should be 
noted that she had been exposed to surgical 
removal of a minor salivary gland adenoid cystic 
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carcinoma solid pattern type (T2-NO-MO, Stage 
II) in the previous year. The tumour was located 
at the superior lip mucosa. It was completely 
excised and a reconstruction was completed fol- 
lowing Webster’s technique by using an Abbe 
flap. The patient received postoperative radio- 
therapy (5000 cGy applied with three 4-cm 
iridium wires). 
Physical examination revealed lack of ventila- 
tion in the left hemithorax, egophony and a 
face scar corresponding to the previous surgical 
intervention. 
No abnormalities were found from laboratory 
data and serum chemistry. Arterial blood gases 
and EKG were normal. 
The computed tomographic scan showed mas- 
sive left pleural effusion, without other pathol- 
ogy of interest at other levels (cervical and 
abdominal). 
A thoracocentesis was performed. The fluid 
obtained was an unspecific exudate. The 
auramine stain, pleural fluid cytology and blind 
pleural biopsy all yielded negative results. 
After the diagnosis of massive left pleural 
effusion of unproven aetiology was made, a 
videothoracoscopy under general anaesthesia 
was practiced. Up to 3000 ml of pleural fluid 
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were removed. Several nodules were visualized 
throughout the pleural cavity, mainly in the 
thoracic apex. The biopsy samples revealed a 
metastatic adenoid cystic carcinoma. The pleural 
space was obliterated with talcum powder. 
The postoperative course was uneventful, and 
the drainage was removed 3 days later. The 
patient initiated chemotherapy. Five months 
later, several metastatic adenopathies and deep 
venous thrombosis were disclosed but without 
recurrence of the pleural effusion. Finally, the 
patient died at the end of the sixth postoperative 
month, in the course of treatment. 
Discussion 
This is a very atypical course for an adenoid 
cystic carcinoma of salivary glands. Salivary 
gland tumours have a tendency to grow slowly 
and to infiltrate neighbouring structures. 
Although short-term prognosis is said to be 
generally good after complete re-section of the 
tumour, a great tendency to recur and a very 
poor long-term survival have been noticed in 
clinical series with enough follow-up (it is known 
as ‘the slow killer’) (1). 
Lungs are the most frequent site of distant 
metastases (2). Isolated late pulmonary metas- 
tases have been described recently (3), but 
pleural effusion as an isolate pulmonary mani- 
festation was not commented upon in Spiro and 
Huvos’ report on 184 patients (4). The macro- 
scopic impression obtained in the videothoraco- 
scopy was that the metastatic spread was begun 
in the apex. She had received postoperative 
radiotherapy in order to improve the loco- 
regional control of the neoplasm (5), but this did 
not seem to be very effective. 
Although clinical stage seems to be the most 
important prognostic factor, it would be inter- 
esting to find a marker to differentiate patients 
with a particularly poor long-term survival, as in 
the present case. From a histological point of 
view, Freitas et al. have described a solid and 
cribriform pattern in those cases with a higher 
cellular activity (6). The solid pattern of adenoid 
cystic carcinoma is also associated with a higher 
incidence of metastasis. In the present case, the 
primary salivary tumour had a solid pattern of 
growth. 
Due to the slow progression of this neoplasm, 
it seems justified to perform any therapeutic 
effort, such as pleural obliteration. Chemo- 
therapy has not been proved to be very effective 
(7), but it was used in the present case after 
consideration of the age of the patient. 
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